Case Report {#cesec10}
===========

The patient is a 23-year-old man who presented with abdominal pain, nausea, vomiting and neck swelling. Contrast enhanced computed tomography (CECT) of the neck, chest, abdomen and pelvis was performed and showed extensive left supraclavicular adenopathy, as well as extensive retroperitoneal adenopathy, displacing the pancreas superiorly, and encasing the aorta ([Figure 1](#fig1){ref-type="fig"}, [Figure 2](#fig2){ref-type="fig"}). There were no pulmonary, chest wall or renal fossa masses. Biopsy of the retroperitoneal adenopathy demonstrated metastatic mixed papillary and clear cell renal cell carcinoma, Fuhrman Grade 3, with Xp11 translocation.

At the age of three, the patient was diagnosed with a chest wall primitive neuroectodermal tumor (PNET) (Askin Tumor). This tumor was resected and treated with chemotherapy (adriamycin and cyclophosphamide), and subsequent radiotherapy. After treatment, there was no evidence of recurrence or metastases. He remained in remission, until the age of eight, at which time he was discovered to have a right renal mass, which was treated by radical nephrectomy. The tumor had invaded into the renal pelvis, and adjacent lymph nodes were positive for metastasis. On microscopic examination the tumor was a mixed papillary and clear cell renal cell carcinoma, Fuhrman Grade 3, and was later documented to have Xp11 translocation by fluorescence in situ hybridization (FISH) technique. No documentation of adjuvant therapy was given at that time, and the patient was lost to follow up until this admission. The patient is currently alive, on palliative care, as there is presently no well-established therapeutic regimen for this entity.

Discussion {#cesec20}
==========

Translocation renal carcinoma is a rare subtype of renal cell carcinoma that typically occurs in young patients, especially those who have received prior chemotherapy ([@bib1]). The list of agents include, but is not limited to, cyclophosphamide, cytosine arabinoside, daunorubicin, etoposide and vincristine, and may have been given for neoplastic or autoimmune diseases. These neoplasms may be extremely aggressive ([@bib2]), but due to their relative rarity, their imaging findings have been incompletely described, with only the primary renal lesion previously imaged ([@bib3]). The imaging findings in our patient were more consistent with neuroblastoma or lymphoma than with those typically seen with renal cell carcinoma (e.g. pulmonary and bone metastases).

When a mass is detected in a patient with a past history of a childhood malignancy or autoimmune disease treated with chemotherapy, the radiologist should be aware of the possibility that the mass represents an Xp11 translocation renal carcinoma. Although initial clinical studies suggest an indolent course ([@bib4]), this rare subtype of renal carcinoma may present as diffuse, extensive, atypical metastatic disease, resembling lymphoma or neuroblastoma.
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![Coronally reformatted CECT of the neck demonstrates multiple areas of necrotic, left supraclavicular lymphadenopathy. [Powerpoint Slide](http://radiology.casereports.net/slides/rcr2007.2.44.1.ppt){#interrefs10}\]](gr1){#fig1}

![**A.** Axial CECT of the upper abdomen demonstrates multiple hepatic metastases (green arrowheads), with a large area of necrotic subhepatic lymphadenopathy (yellow arrow), and bulky paraortic disease (yellow arrowhead). **B.** Axial CECT at a lower level again demonstrates extensive, bulky retroperitoneal lymphadenopathy, encasing the aorta, and displacing the bowel anteriorly. \[[Powerpoint Slide](http://radiology.casereports.net/slides/rcr2007.2.44.2.ppt){#interrefs20}\]](gr2){#fig2}
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